The article presents a dermatosis that occurs in tropical and subtropical countries. Though the definitive hosts of the cutaneous larva migrans parasite are animals, humans can become accidental hosts and they are infected when their skin comes into contact with damp soil, most frequently sand. The disease is only present in the epidermis where an itch is brought about by the mining activity of the larva. Sunbathers and divers who put on their gear on a beach, on account of the epidermis maceration caused by a prolonged exposure to water, are particularly susceptible to the penetrative activities of the larva. In Poland the cutaneous larva migrans is in most cases mistaken for nettle rash or eczema.
INTRODUCTION
The cutaneous larva migrans, CLM, otherwise known as 'migrant linear epidermitis', 'beach worm', 'migrant helminthiasis', 'dermatitis serpiginous', 'creeping eruption' or 'sandworm' is a tropical dermatosis caused by the larvae of the alimentary canal parasites in animals.
The cutaneous larva migrans occurs in tropical and subtropical areas in South America, Africa, Caribbean, South-East Asia, the southern states of the USA and the Mediterranean Basin [1] . It is the most frequently occurring dermatosis in tourists returning from the tropics [2] .
The etiological factor of the cutaneous larva migrans chiefly includes the nematode larvae of canines and felines: Ancylostoma caninum -canines, Ancylostoma braziliense -canines and felines. CLM can be also caused by other canine and feline larvae: Uncinaria stenocephala, Ancylostoma tubaeforme, Gnathostoma spinigerum, Strongyloides stercoralis, bovine parasites Bunostomum phlebotomum, rodent parasites Strongyloides myopotami and Strongyloides procyonis.
Nematode eggs enter the soil together with the faeces of infected animals and then, in the hot and humid climate, the larvae are hatched [3] . The disease is only present in the epidermis as larvae do not secrete collagenase which is prerequisite for the transition through the basement membrane of the epidermis [4] .
The most exposed groups in tropical countries are farmers, gardeners, plumbers tourists and divers.
CLINICAL DESCRIPTION
The incubation period of the disease spans from 5 to 15 days from infection [2] . Once infected, each larva daily bores a 2-3 cm long meandering tunnel in the epidermis, which induces a strong itch [2] . The first symptom is an itchy blister then followed by itchy, restiform, winding, towering redness up to between ten and twenty centimetres long, ended with a lump or a blister -where the parasite is found. Larvae in humans do not transform into adult forms but they die after weeks or months of 'straying' inside the epidermis, e.g. Ancylostoma braziliensis can live in the epidermis up to 200 days. Upon the infection larvae can remain dormant and asymptomatic in skin for several weeks or months [5] .
The disease most commonly occurs in tourists strolling barefooted or sunbathing on sand, or putting on diving gear on a beach in the tropics. For that reason the lesions most commonly occur on the feet ( fig. 1 ), lower legs, thighs, buttocks and forearms ( fig. 2) . Occasionally, symptoms might present themselves in unusual places, e.g. the back [3] , or the scalp [6] .
The diagnosis reveals peripheral eosinophilia and the increased level of immunoglobulin E. A detection of the cutaneous larva migrans in the epidermis is aided by dermoscopy [2] . 
Polish Hyperbaric Research
The primary treatment consists in a single dose of Ivermectin 200 μg/kg m.c. or Albendazole 400 mg taken daily for 3 to 7 days. Locally: cryotherapy or ointment with ivermectin [7] .
The cutaneous larva migrans in Poland and other European countries [8] is most often mistakenly diagnosed as nettle rash (55%). Mistaken diagnosis and the following badly administered treatment of the cutaneous larva migrans can be applied to 22% to 58% cases globally [9] .
Pictures of divers infected with the cutaneous larva migrans have been demonstrated. Polish doctors diagnosed it as a nettle rash or eczema and ineffectively treated it for several days with antihistamines and locally with steroids.
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